MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . B63-049549"

DEPARTMENT OF PUBLIC HEALTH AND wsLFAﬁg
Registration Di ll".'cf N, __ — Primary Reglstration Diarrict N 12:_')6 ; STATE FILE NUMBER
- f. i
DO NOT WRITE AMENDED istration District Ne, _____ rimary stration Dinreict No Registrars No. ~2-Fm e .-

ON THIS STUB : 995 a7 9L 877
1. PLACE OF DEATH - - i 2. USUAL I.ESIDENCE (Whm dmued tived. If institution: Residence beforse
8, COUNTY a. STATE ILLINOIS:Q.‘COUNTV - admiwsion)
b. CITY (If ourside corporate limirs, give TOWNSHIP only) Length of 11ay in 1b c. CITY Inside Limits

rown ST. LOULS, MISSOURI 100 DAYS: oW ANNA Yo [f No D

c. FULL NAME OF {If NOT in hospital, glve location} inside Limits d. STREEY {If outside, give location) Reside on Farm
HOSPITAL OR ADURESS

INSTITUTION  VAH, 915 N. GRAND AVE, Yot} No[d 103 E, CHESTNUT Yo O No [}

3. RAME OF DE)CE.ASED First Middle 4. DATE Menth Day Yeor
ype or print OF

LEROY Q. HONEY eam  13/18/63

5. SEX 6. COLOR OR RACE 7. Mamied [ XNever Married (] 18.-DATE OF BIRTH | ®- AGE [lest birthclay) | IF UNDER 1 YEAR | IF UNDER 24 HR

WHITE Widowed [ Divarced [ 6/21/20 hq Montha I Days Hours Min.

104, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and 1tals or country) | 12. CITIZEN OF WHAT COUNITRY
duri lr of worki hh MI‘I If retired} X
UNEMF, " SHEET METAL WORKFR TAMMS, TLLINOIS U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN MAME 14. NAME OF HUSBAND OR WIFE
EDWARD HONEY HEULAH EASTMAN FELMA HONEY
15. WAS DECEASED EVER IN US. ARMED FORCES? 146, SOCIAL SECURITY NOQ. 17. INFORMANT Address

(Yes. no.grupknown | 1F o giep yrar or dates of servi FELMA HOWEY (WIDOW) SEE #2

18. CAUSE OF DEATH (Enter anly one cause par line INTERVAL BETWEEN
ART I. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE [a) Aspiration Pneumonis

VS 300
Rev. 4/59

B0
b

DATE AMENDED

DOCUMENT

Conditions, if any, DUE 1O () Hodgkins Disease

which gave rize to
sbove cause [a),

stating the under. 020 /}\
lying causa last. DUE TO (<}

PARYT II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but neot related to rhe terminal PART 1), 1f decaased war  female was
direcsa condition given in PART | (a} thers & pregnancy In lat 90 days.

]DYn] E]No—l 0 Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. [Enter noture of injury in PART | or PARY 11 of ltem 18.}
PERFQRMED? a O O

YESE NO [
20c. TIME CF Hour Month, Day, Year

INJURY a.m.
p.m.

20d. INJURY OCCURRED 200, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, sireet, office bldg., eic.)
NOT WHILE AT WORK a

21. %nmn ud the decansed from. 9/3/63 12/18/63 and lapt uwmnin on—mMB——

11:30 A.M. m on the data stated above, and to the best of my knowledge, from the causes wiated.

AMENDMENTS ON THIS RECCRD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Death occurred st

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

224. SIGNATURE (Degree or title) 22b. ADDRESS Eﬂ:. DATE SIGNED

M.D. VAH, ST. LOUIS, MO. 1p/18/63

v -
23a. BURIAL, CREMATION, | 23b. T3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) {State)
REMOVAL (Specify) -

Burial _ City Cemetery Anna, Tllinois
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. 26. R?AES i:?i #
Crain-Norris Funeral Home Anna 11] DEC 19 1963 a,.-/ ﬂp

(Licansed Embaimer's Statemant on Reversa Side)

BY AFFIDAVIT OF

ITEM NOQ.




J
STATEMENT BY LICENSED EMBALMER
| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student

Signatura of Stuvdent Embalmer

o L i ) _ licensed Embalmer Nl{. 5168

P.O.Address_Millstadt, T11,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his.OWN HANDWRITING. (Failure to comply
with the sbove constitutes grounds for revocation of license).

_If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embal_rne:d, fact should be so stated above.




